MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -+ BE3=04BED:
DEPARTMENT OF PUBLIC MEALTH ANC WELFARE 0{ - “J.Gs-mm
- DO NOT WRITE AMENDED Reglstration District No. “‘—""—“—l —Primary Reglatsation Distrlct Na Registrar’s No ----¥-° —

ON THIS 5TUB FHEED C 9 09963 = B
T 'keee: i = Y TEUJ 2. USUAL RESIDENCE (Where decessed livad. If inatitution: Residence befors

2. COUNTY Adair i a. STATE Mo, b county Adair admizsion)

b. cg;r {If ounide corporate limits, give TOWNSHIP only] Length of itay in 1b . Inside Limits

OR
TOWN r rears Novinger Yeid Ne D
<. FULL NAME OF (if NOT in hospital, give lecation] Inside Limits d. STREET I cutside, give locatian] Reside on Form
Novinger Yes (X No ] ADDRESS Yo O No G

STATE FILE NUMBER

vS$ 300
Rev. 4/ 59

1
3 A2
2 r
10
5 3. (I::DRZEOPSHI:E;:EASED Firsr Middle Last 4, DATE Month Day Year
ETHEL VIRGINIA MAY stav December 13 1963
4 5. SEX 6. COLOR OR RACE X RN LT XERTORIELEK |6. UATE OF BIRTH | 9 AGE (les birthday) | iF UNDER ) YEAR IF UNDER 24 HR

5 i Female White Widowed ¢ Ryowet 71 12/27/86 76 Momhsl Days | Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during most of working life, if ratired)
at o own home Putnam County, Mol U 8
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Jameg Gillesple Martha Reckroe Pleasant Soloman May

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIAI SECURITY NO | 17. INFORMANT ) Address

[Yes, nn.ﬁsﬂkmwn) (If yes, give ﬁ’r or dates of serv Meliaﬂia Dawkins . Novinge r, MO .

18. CAUSE OF DEATH (Enter only one cause per line for (a}, {b), and [c}. INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) Coronary Occlusion

DATE AMENDED

DOCUMENT

Condition, If any, DUE TQ {b) Generalized Arteriosclerosis
which gave rite 10
sbove cause {a),

e e e ] DUETO (a) Aging Process
PART II. OTHER SIGMNIFICANT CONDI'I'IONS CONTRIBUTING TO DEATH but not related 1o the rerminel PART 111 1f decossed was  femble wa
disease condition given in PART | (a) thare a pregnancy in last 90 days.
v . ID Yer I O Neo [ O Unknown
19, WAS AUTOPSY 20a. ACC&)ENI ,5UI]C:IIDE HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

-. PERFORMED?
YES[O NOXD

- 20c. TIME OF Houw Momb_,,Doy,_ Yelrl
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“*s INJURY a.m.
p.m,

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, streetl, offica bidg., etc.)
L NOT WHILE AT WORK [] ..

2. 1 ‘aftended the deceused fro August 6 . qu.E_Gﬂmbﬁ.r_]z_p_J-géa last uuﬂ alive o.a_DECﬁ[ﬂhBJ'_J.Z,_lgéj_
Death occurred © u' g 30 _D m on the date stated above, sand 1o the beat of my knowledge, from the causes stated.
22¢. DATE SIGNED

. regepr title) 22b. ADDRESS
t'&gﬁ D.C. [800 W, Jefferson, Kirksville, Mobl2/1),/63

N (City, town, (State)
@?‘PABQO. 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)

12/15/63 Green Grove Adair County, Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Foster Memorial Home,Kirksville,Mp. /2- /5- £3

{Licansed Embalmer's Statament on Roverie Side)

v

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.-

working under my personal supervision.

Student_~

-

Signature of Student Embalmer

Licensed Emb
, P. OaAd

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
- with the above consiitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrltmg

~LIf this body.is not embaimed, fact should be so stated ebove.




